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ducting. Would you publish a manuscript with an empha-
sis on histologic slides without the consultation of a 
pathologist? 
Simon Gelman, MD, PhD 
Harvard Medical School 
Boston, Mass 
Leroy D. Vandam 
Benjamin G. Covino 
Brigham and Women's Hospital 
Boston, Mass 
24/41/97444 
Reply 
We would like to clarify some of the points made by 
Dr Gelman regarding our article.! 
First and foremost, the methods of anesthesia used 
were not the focus of this paper. Instead, we focused on 
the outcome after the procedure and thus did not believe 
it was appropriate to describe anesthetic details. 
Second, the purpose of our study was to compare the 
degrees of invasiveness of angioplasty and stenting with 
carotid endarterectomy. Although the hard endpoints of 
bradycardia and hypotension have not been defined in our 
paper, we instead used the endpoints of additional moni-
toring or intervention as a new endpoint to identify the 
"physiologic invasiveness" of each of these procedures. We 
consider these postprocedural changes a better assessment 
of the invasiveness of the procedure and the physiologic 
changes that can occur afterward rather than a systolic 
blood pressure of less than 90 mm Hg or a heart rate of 
less than 60 bpm. 
Third, we defined hematomas that necessitated evacu-
ation or transfusions to a condition that "required addi-
tional monitoring" because those patients would then 
require additional evaluation either by a nurse during trans-
fusion or by an operative team during evacuation. It would 
have been invalid to ignore these complications when one 
was trying to understand the invasiveness of a procedure. 
Fourth, the intent of this paper was not to compare sur-
gical procedures with regional and general anesthesia. That 
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comparison involves a degree of complexity for a different 
manuscript. Others have already addressed these issues.2 
Fifth, certain non anesthesiologists (eg, cardiologists, 
internists, and family practitioners) judge patients to be at 
high risk for general anesthesia and so counsel their 
patients toward a therapy before they are ever evaluated by 
a surgeon or anesthesiologist for carotid intervention. We 
agree that "judged" should have been added to that sen-
tence in light of the fact that that decision is sometimes 
made without the input of an anesthesiologist. At our 
institution, the anesthetic decision is made in conjunction 
with the referring physician, the patient, the surgeon, and 
the anesthesiologist. Although we appreciate the state-
ment of Dr Gelman, "I am not aware of any contraindica-
tions to general anesthesia," we do not feel that all clini-
cians are in agreement with his statement. 
Finally, as surgeons, we seek cooperation with our 
nonsurgical colleagues in multiple disciplines, particularly 
in consideration of therapeutic alternatives. We work daily 
with our anesthesiologists in that regard. The intent ofthis 
paper was not to focus on the anesthetic technique but to 
address the outcomes after angioplasty or endarterectomy 
and the associated physiologic changes that occur after 
each carotid intervention. 
William D. Jordan, Jr, MD 
David C. Voellinger, MD 
Winfield S. Fisher, MD 
Holt A. McDowell, MD 
University of Alabama-Birmingham 
Birmingham, Ala 
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